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Introduction 
  
he paper is based on the presumption 
that Islam has its distinct approach to 
medical ethics  that contemporary medico-
ethical issues can be analyzed and resolved 
using tools from Islamic Law: the purposes 
of the Law, maqasid al shari'at; and the 
principles of the Law, qawa'id al fiqh1-4. Four 
of the 5 purposes of the Law have direct 
relevance to emergency room care. 
Protection of life, hifdh al nafs, is the most 
important function of medical intervention 
and takes precedence over the remaining 
three purposes of the Law because it is 
meant to ensure protection of an 
individual’s life. Protection of reproductive 
capacity, hifdh al nasl, assures continuation 
of the human race and ensures the life of the 
community. Protection of the mind, hifdh al 
‘aql, is meant to ensure the functionality of 
the human intellect that distinguishes 
humans from animals. Protection of wealth, 
hifdh al mal, is about good use of resources.  
T 
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The 5 purposes discussed above generally 
provide guidance but there are details that 
require application of the following 
principles of the Law. The principle of 
intention, qa ’idat al qasd, requires that the 
moral worth of any emergency intervention 
is judged by the intentions behind it, al 
umuur bi maqasidiha (Majallat Article No 21). 
The principle of intention requires purity of 
intentions with only a singular 
consideration being the interests of the 
patient. The methods used to achieve a 
noble intention must be judged by the same 
moral criteria, al wasail laha hukm al maqasid 
(Majallat Article No 12), in other words the 
end does not justify wrong or immoral 
means. The principle of certainty, qa ‘idat al 
yaqeen, requires that decisions be based on 
the certainty of objective evidence and not 
on conjecture or doubt, al yaqeen la yazuulu bi 
al shakk [Majallat Article No 4]. The principle 
of preventing injury/harm, qa’idat al dharar, 
requires that any injury should be relieved 
as much as is possible, al dharar yudfau bi 
qadr al imkaan [Majallat Article No 31], but 
should not be removed using an 
intervention that causes a similar injury, al 
dharar la yuzaal bi mithlihi [Majallat Article 
No 20], or even a worse one. According to 
the principle of hardship, qa'idat al 
mashaqqat, necessity legalizes the prohibited, 
al dharuraat tubiihu al mahdhuuraat [Majallat 
Article No 21], according to a general 
Qur’anic doctrine of necessity, dharurat5-8.  
Important ethical issues in emergency room 
(ER) practice discussed in this paper 
include: protection of life v.s. protection of 
resources; sincerity of intentions, certainty 
of diagnosis; balance of benefit v.s. risk, 
adherence to practice guidelines; autonomy, 
confidentiality and disclosure; withholding 
/withdrawal of life support, resource 
allocation, and research9. These issues are 
considered within the context of emergency 
life threatening conditions that are evolving 
rapidly and require quick decisions. The 
scope of ethical issues under discussion 
extends beyond the ER to the ward and the 
Intensive Care Unit (ICU). It is possible to 
identify and resolve future potential ethical 
issues in the emergency room10. For 
example, withholding futile life support or 
writing a Do-Not-Resuscitate (DNR) order 
in the emergency room may save resources 
later in the ward or the ICU. 
 
Material and Methods 
 
Articles published about emergency care in 
the past 10 years were identified from the 
PUBMED data base by use of the key word 
'emergency'. They were reviewed to identify 
and define the common and important 
ethical issues reported by the authors: 
privacy, confidentiality, disclosure, 
autonomy, EOL decisions, resource 
allocation, and research. A new search was 
made based on these issues or their 
synonyms and sometimes antonyms as key 
words. The articles were read to summarize 
the description of specific clinical problems 
as well as current solution approaches. 
General problems from the author's personal 
experience were also included in the analysis. 
The problems were then analyzed using the 
Islamic ethical framework based on the 
Theory of Purposes of the Law, maqasid al 
shari'at, and legal principles or maxims, 
qawa'id al fiqh. General and specific results 
were reached and they were discussed to 
reach conclusions and recommendations. 
 
Results 
 
The purpose of protection of life, maqsad 
hifdh al nafs  
In an ER the first consideration is life 
whatever its quality or quantity because 
there is usually no time to go into details. 
Emergency physicians institute 
interventions to stabilize cardiopulmonary 
function before any other considerations. 
Whatever interventions are instituted to 
support life, care must be taken not to 
impair reproductive and intellectual 
capacity or waste resources. In all cases 
protecting life has precedence for example 
emergency hysterectomy should be 
undertaken to control potentially fatal 
uterine hemorrhage. ER interventions are 
more likely to be associated with medical 
errors because of the lack of sufficient 
background information about the patient 
and the speed of decision making and 
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decision implementation. Since protection of 
life has precedence, legal liability for errors 
is not waived because of ER constraints but 
courts will take the emergency 
circumstances in consideration when 
determining guilt and assigning penalties. 
The purpose of protecting life cannot 
however override the right of a competent 
patient to autonomous decisions, the 
physicians can do nothing if a patient 
decides to leave against medical advice a 
situation that sometimes arises in 
emergency rooms11.  
 
The purpose of protection of resources, 
maqsad hifdh al maal 
When the purpose of life contradicts the 
purpose of resources (e.g. long expensive 
ICU stay), life takes precedence in all cases 
in which there is certainty that the 
intervention will have nett and lasting 
benefit for the patient. However, when the 
futility of protecting life is adduced from 
available clinical evidence, further 
intervention would contradict the purpose 
of protecting resources. Because of the 
limitations of time, personnel, and material 
resources in the ER, physicians have to 
consider allocative priorities. In general, the 
patient most likely to have nett lasting 
benefit is given priority based on the 
principle of public interest, al maslahat al 
'aamat.   
 
The principle of intention, qa'idat al qasd 
The emergency physician should follow 
his/her best intentions. Acting on the inner 
conscience of the emergency physician 
ensures that under pressure of the urgency 
and time no immoral or unprofessional 
short cuts are taken. It also means that the 
physician will not undertake or refuse to 
undertake procedures because of the 
pressure of the patient's family against 
his/her professional judgment. 
 
The principle of certainty, qa'idat al yaqiin  
The emergency physician should act on 
available knowledge and not on doubts or 
speculation, al yaqiin la yazuulu bi al shakk 
(Majallat Article No 4). If new evidence 
contradicts existing practice then the new 
evidence is followed. In an emergency 
situation the emergency physician should be 
guided by existing protocols and clinical 
guidelines and not entertain speculative 
interventions because there is no sufficient 
time for evaluation. Following guidelines 
also ensures that all members of the team 
can operate in unison ensuring efficient and 
quick decision making and implementation. 
Established ER practices that have been 
accepted as customary over a long time 
should be taken as harmless unless there is 
evidence to the contrary, al qadiim la yakuun 
dhararan (Majallat Article No 7). In 
considering patient statements about 
consent to procedures, current declarations 
take precedence over conclusions derived 
from previous declarations or actions, la 
ibrat bi al dalaalat fi muqabalat al tasriih 
(Majallat Article No 13).   
 
The principle of injury, qa'idat al dharar 
Emergency interventions must have a clear 
edge of benefit over side effects in both 
short and long terms. If the benefit and the 
harm of an intervention are of equal 
consideration in the mind of the emergency 
physician, it is better to be conservative and 
not intervene because prevention of the 
harm has priority over pursuit of a benefit of 
equal worth, dariu al mafasid awla min jalbi al 
masaalih (Majallat Article No 30). The 
emergency physician should choose 
interventions with lesser harm to prevent 
greater harm, al dharar al ashadd yuzaalu bi al 
dharar al akhaff (Majallat Article No 27)  
 
The principle of hardship, qa'idat al 
mashaqqat. 
According to the principle of hardship, life 
saving interventions have to be undertaken 
by actions that are prohibited or frowned 
upon in normal circumstances, al dharurat 
tubiihu al mahdhuuraat (Majallat Article No 
21).  
 
The principle of social customs/culture or 
precedents, qa'idat al urf 
The principle of social customs/culture or 
precedents gives legal and moral authority 
to consensus ER protocols and clinical 
practice guidelines because it has the force 
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of the Law, al ‘aadat muhakamat (Majallat 
Article No 36). However, new evidence 
takes precedence over established 
guidelines. 
 
Privacy, confidentiality, and disclosure 
Several privacy and confidentiality issues 
arise in the ER. Information must be 
exchanged quickly or instantaneously in the 
ER. It is difficult to observe the normal 
procedures of confidentiality because the 
few healthcare givers are taking care of 
several patients at the same time in a 
confined space and in the presence of 
relatives and other accompanying persons. 
Asking some questions from an emergency 
patient being wheeled in on a trolley cannot 
be done in private because many people are 
around and no precious time can be wasted 
while arranging a private room for history 
taking. Emergency physicians need to talk 
to one another about patients in the 
presence of related and unrelated 
accompanying persons which would 
normally violate the rules of confidentiality. 
Seriously injured patients may be undressed 
or uncovered for immediate life saving 
interventions in the presence of other 
patients and accompanying persons. 
Patients overhear conversations of 
physicians with other patients this 
happening less in walled than in curtained 
enclosures12-13. The sensitivity of breaches is 
increased for some conditions like domestic 
abuse14.  
The police, social services, and the media are 
interested in information relating to their 
work. The ER healthcare giver is under 
pressure to satisfy their quest for 
information while at the same time 
protecting the privacy of the patient who in 
most cases is not able to give permission for 
the disclosure. For purposes of criminal 
investigations, the police may be interested 
in information on blood alcohol levels 
measured in the ER15. Social service workers 
need information to investigate suspected 
domestic violence and take measures to 
protect victims. Journalists film patients and 
thus violate privacy16.  
Family members want to be around during 
the resuscitation of family17. They will hear 
and see information about their patient and 
perhaps other patients without the patients' 
consent. The emergency physician may also 
disclose considerable information to them to 
obtain their cooperation in the treatment 
process either by providing history or by 
taking care of the patent or by proxy 
decision making.  
Under the principle of hardship, qa'idat al 
mashaqqat, the usual procedures of ensuring 
privacy and confidentiality may not be 
followed fully in the confined space of the 
ER with no physical separation between 
patients and physicians dealing with several 
patients simultaneously. All these 
departures from normal practice are 
allowed under the principle that necessity 
legalizes the prohibited, al dharurat tubiihu al 
almahdhuuraat (Majallat Article No 21). 
However the waiver should not be used 
beyond the necessity, al dharurat tuqaddaru bi 
qadariha (Majallat Article No 22). In addition  
measures must be taken to ensure oral 
privacy including: using cubicles or screens, 
restricting the number of accompanying 
persons, use of badges, white noise 
machines, sound-absorbent curtains, ceiling 
tiles with a higher noise-reduction rating, 
using codes and avoiding calling out 
patients  loudly by their names18-19.  
The waiver of strict privacy and 
confidentiality operates for situations in 
which life is at stake. It would not work for 
cases involving media collecting 
information, the police looking for criminal 
evidence, and social workers looking for 
information about suspected abuse. In these 
cases information should be released only 
on the express consent of the patient or 
following official government regulations. 
Such regulations must be drawn up in 
consultation with ethicists. 
 
Patient autonomy 
The normal procedures of informed consent 
that ensure respect for patient autonomy are 
not possible in the ER for various reasons: 
(a) intervention is needed immediately and 
there is not enough time to explain the 
benefits and risks of the intervention to the 
patient (b) the patient may be incompetent 
either semiconscious or in a state of anxiety 
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(c) the clinical state is evolving rapidly 
requiring quick decisions about new and 
successive interventions. Even if informed 
consent is obtained for a procedure, it will 
soon be overtaken by events and needs to be 
updated. 
Consent for some procedures may be 
obtained in advance and kept in patient 
medical records that can be accessed online 
at any time; day or night20. Such an 
advanced consent can also be obtained from 
those in high risk occupations like firemen, 
riot police, and soldiers in combat likely to 
present at the ER at any time. 
Patient refusal of treatment in the ER is 
more serious than refusal in outpatient or 
ward situations because of the urgency of 
the intervention. Emergency physicians are 
advised to carry out a formal competency 
evaluation to make sure the patients are 
competent to decide in order to avoid risks 
of malpractice/negligence suits21. 
The adequacy of the consent process in the 
ER may be questioned because of the mental 
state of the patients that may prevent them 
from giving full attention to the reading and 
understanding the information given 
followed by making considered decisions. A 
survey of patients of intimate partner abuse 
found that 53% read the informed consent 
information, 13%, spent more than 2 
minutes studying the information, 20% 
asked questions and 49% accepted a copy of 
the information22. 
Intervention without consent is allowed 
under the principle of necessity under 
which actions necessary to save life legalize 
the otherwise prohibited, al dharurat tubiihu 
al mahdhuuraat (Majallat Article No 21). 
There is no disagreement about providing 
life saving medical or surgical interventions 
in the ER without consent if the patient is 
incapable of giving consent and there is no 
substitute decision maker. This applies even 
to minors either children or adolescents23. 
The intervention should as far as possible be 
limited to the minimum needed to stabilize 
the patient in the hope that either the patient 
or a substitute decision maker can give 
consent to subsequent interventions. 
Retrospective consent to procedures already 
carried out may have no major legal 
standing but is an assurance that the patient 
or the substitute decision maker will not 
pursue malpractice/negligence suits later. 
 
EOL decisions: withholding, withdrawal, 
and DNR 
Informed consent is considered joint-
decision making involving the physician, on 
one hand, and the patient or the substitute 
decision maker, on the other hand. The 
relative contribution of each side to the 
decision varies according to the condition. 
In low risk interventions the patient 
contribution may be more. In high risk 
situations with complex information the 
physician may have a higher contribution 
because the patient may not understand 
fully all the information involved. In an 
emergency situation the balance is more on 
the side of the physician because of (a) the 
need for speedy decisions (b) the patient’s 
mental anxiety does not allow full 
participation in decision making, and (c) the 
patient may not be competent. Therefore, 
EOL decisions in the ER place a major 
burden on the physician. 
If decisions on withholding futile life 
support or DNR orders were made in the 
ER, resources would be conserved and the 
emergency physicians would be spared the 
ethical, legal, and psychological 
complications of life support withdrawal 
decisions. In general, withholding decisions 
are easier that withdrawing decisions. It is 
however difficult for ER physicians under 
pressure of time to make the necessary 
analysis and take such decisions with 
irreversible consequences involving human 
life. Protocols and practice guidelines would 
be of use but cannot be a complete solution 
because each patient has special 
characteristics that may not be covered by 
the guideline. All these decisions would be 
easier if the patient has documented prior 
indication of preferences24. This may be in 
the form of a living will or documentation in 
the electronic medical record made while 
the patient was conscious. The decisions of a 
conscious patient in the ER regarding 
withholding life support or DNR may not be 
legally tenable because doubts about 
competence and voluntary decision. There is 
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usually no sufficient time to go through the 
informed consent process. The practical 
solution for most ER physicians is to start 
life support immediately and evaluate later.  
The main guideline for EOL decisions is the 
purpose of protecting life, maqsad hifdh al 
nafs, and the principle of certainty, qa'idat al 
yaqiin. All available interventions are 
mandated as long as there is evidence-based 
certainty that they will result in nett benefit 
lasting for a reasonable time. The decision to 
institute life support can be made by one ER 
physician. Withhold/withdraw and DNR 
decisions should be made by consensus of 
specialized physicians. There are various 
opinions about how many physicians 
should be involved. My opinion is that 4 
represents a consensus because that is the 
number of witnesses needed to convict in 
cases of adultery whose penalty may be 
death. 
 
Resource allocation 
The purpose of resource conservation, 
maqsad hifdh al maal, mandates that ER 
resources be used wisely and all forms of 
inappropriate use or waste should be 
prevented. Several issues of resource 
allocation arise in ER practice. The ER 
resources may be misused by patients who 
turn up with non-emergency conditions that 
could have been dealt with at the outpatient 
department25. Use of electronic medical 
records can help identify low acuity patients 
who frequent ERs so that they can be 
directed to appropriate resources26. There 
are patients with genuine emergency 
conditions that could have been prevented 
by efficient primary health care27-28. Use of 
resources depends on variations in 
physician practices this implies that 
uniformity in training and practice 
guidelines could result in resource 
conservation29. Use of language interpreters 
and bilingual physicians saves resources 
such as personnel time, making 
communication and decision making 
faster30. A triage system based on severity 
can save resources31. It is in my opinion the 
single most effective tool we have to save 
utilization of ER resources. 
The ethical issue of equitable resource 
allocation may arise when two patients 
arrive at the ER but there is only one bed. 
The ER healthcare givers must make rapid 
prioritizing decisions. The best approach in 
my opinion is to be guided by the principle 
of maslaha and give priority to the patient 
who is likely to have more nett benefit 
lasting for a reasonable time. 
 
Research 
Emergency medical care like all other 
aspects of medicine requires a corpus of 
knowledge based on empirical research in 
the ER. The research can be within the 
hospital setting or in pre-hospital settings 
such as the ambulance32. Emergency 
patients as research subjects are considered 
a vulnerable population and will require 
extra protection33. Most of them are either 
unconscious, semi conscious, or in high 
states of anxiety such that they cannot make 
informed decisions and usually no next of 
kin is available to decide for them. Even if 
the next of kin is available the emotional 
state makes it difficult to obtain proper 
consent. ER research without informed 
consent is a very sensitive issue given the 
gross ethical violations in research on 
prisoners by the Nazis and the Japanese 
during the 1939-1945 war34. Apparently 
international codes issued in the wake of 
such violations such as the Nuremberg 
declaration and subsequent codes did not 
stop all unethical research35. 
ER research is mandated by the purpose of 
protecting life, maqsad hifdh al nafs. Under 
the principle of necessity, research necessary 
for protecting future lives can be carried out 
without following all the customary 
informed consent procedures. It should be 
approved by a competent body such as an 
Institutional Review Board (IRB) according 
to international standards36. The IRB can 
grant a waiver of informed consent under 
very strict conditions: the patient is unable 
to give consent and a legal substitute 
decision maker is not available, and there 
was prior public disclosure and discussion 
of the research in the community37. 
The justification for research intervention is 
more difficult than for therapeutic 
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intervention. Largent et al gave 5 conditions 
that can justify research without consent: (a) 
the proposed intervention will address a 
real treatment need for patients; (b) the 
benefit/risk ratio is similar or is better that 
for existing treatments; (c) the research does 
not conflict with the patient’s values and 
interests; (d) minimal net risk far outweighs 
the risks; and (e) consent for on-going and 
subsequent research will be obtained as 
soon as the patient is able to give consent38. 
One of the requirements for waiver of 
informed consent was involving the 
community in the discussion of the research. 
A community survey revealed that the 
exception from informed consent was 
acceptable39. If research is carried out 
without consent, deferred consent can be 
obtained later with a complication that some 
of the severely ill patients may die earlier40. 
 
Conclusion 
The analysis above has shown that ethical 
issues arising in the ER can be analyzed and 
resolved using purposes and principles of 
Islamic Law. These analytic tools should be 
taught in medical faculties and should be 
used more often. 
Preparing the emergency physician for 
ethical decision making and action requires 
protocols and practice guidelines as well as 
a good education in ER ethics. The practice 
guidelines enable a correct decision quickly 
in a situation in which there is no time for 
consultation, deep analysis, or thinking. The 
education program should cover elements 
suggested by the Liaison Committee on 
Medical Education, Accreditation Council 
for Graduate Medical Education and the 
Model of the Clinical Practice of Emergency 
Medicine which are: ethical principles, the 
physician-patient relationship, patient 
autonomy, clinical issues, end-of-life 
decisions, justice, education in emergency 
medicine, research ethics and professiona-
lism41. The education and training should 
include role playing and simulation of 
actual emergencies so that the physicians 
are ready to make correct decisions in a very 
short time. 
The following recommendations are based 
on the articles cited above on waiver of 
informed consent for research. Protocols for 
ER research requiring waiver of informed 
consent by the patient or next of kin shall be 
pre-approved by the local Institutional 
Review Board (IRB) and should be 
submitted to the National IRB for final 
approval. The following additional criteria 
shall be considered before approval: 1.The 
proposed research is advertised widely in 
community mass media and professional 
journals and enough time was allowed to 
get comments; 2. the problem investigated 
in the research occurs with reasonable 
frequency in the local community; 3. the 
research intervention is therapeutic with 
direct benefit to the patients and has not 
been assessed adequately before in the local 
community; 4. documented evidence exists 
indicating that the benefits of the research 
intervention clearly outweigh the risks; 5. 
selection into the study and randomization 
to either the treatment or control arm is 
based on objective criteria with assurances 
of lack of bias based on personal 
characteristics such as gender, ethnicity, and 
socio-economic status; and 6. an 
independent committee will carry out an 
audit of each case recruited within one 
week. 
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